
KANSAS MEDICAID STATE PLAN 

Attachment 3.1 -A  
General Limitations 

3.1-A Limitation 

General Limitations 

1. 	 Priorauthorizationisrequiredforout-of-statecare with theexceptionof 
emergency care, services provided within 5 0  miles of the state border, and 
services provided to children in the care, custody and control of the 
Department of Social and Rehabilitation Services. 

Exceptions: Nursing facilities, intermediate care facilities, community mental 
health centers, partial hospitalization providers and alcohol and drug program 
providers are considered out-of-state if they are physically beyond the border 
even if less than 50 miles. 

2. 	 Cosmetic,pioneering,andexperimentalservicesandrelatedservicesarenot 
covered. Such services are defined by the Division of Medical Services. 
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State/Territory: Kansas 

AMOUNT, DURATION,AND SCOPE OF MEDICAL 
- A N D  REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

L- .. Inpatient hospital services other than those provided inan

institution for mental diseases. 


-

Provided: f i N o  limitations /x/ Withlimitations* 

2.a. 	 Outpatienthospitalservices. 

Provided: / r N o  limitations / x / ,  Withlimitationst 

-


b. 	 Rural health clinic servicesand other ambulatory services furnished 

by a rural health clinic (which
are otherwise included in the State 

Plan). 


1: - Provided: /7 No limitations =With limitations* 
J- Not provided. 


Federally qualified healthcenter (FQHC) services and other 

ambulatory services that are covered under the plan and furnished 

an FQHC in accordance with section
4231 of the State Medicaid Manual 
(HCFA-Pub. 4 5 - 4 ) .  

Provided: /-T Nolimitations/X?Withlimitations* 

3 .  Otherlaboratoryandx-rayservices. 

Provided: /r No limitations/X/Withlimitations* 

*Description provided on attachment. 
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S t a t e / T e r r i t o r y :  Kansas 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE c a t e g o r i c a l l y  N E E D Y  

4 . a .  

4 . b .  

4 . c .  

5.a. 

b.  

6 .  

a. 

* Descr ip t ionprovidedonat tachment .  

N u r s i n g  f a c i l i t y  s e r v i c e s  (other t h a n  s e r v i c e s  i n  an i n s t i t u t i o n  for 
mental  diseases) for  i n d i v i d u a l s  21 y e a r s  of a g e  or older. 

Provided : No l i m i t a t i o n s  X With l i m i t a t i o n s  * 
E a r l y  a n d  p e r i o d i c  s c r e e n i n g ,  d i a g n o s t i c  a n d  t r e a t m e n t  s e r v i c e s  for 
ind iv idua l s  unde r  21 y e a r s  of a g e ,  and t r ea tmen t  of cond i t ions  found .  

Family p l a n n i n g  s e r v i c e s  a n d  s u p p l i e s  for i n d i v i d u a l s  o f  c h i l d - b e a r i n g  
age .  

Provided : No l i m i t a t i o n s  X With l i m i t a t i o n s  32 

Phys ic i ans  ' s e r v i c e s  whether f u r n i s h e d  i n  t h e  office, t h e  p a t i e n t ' s  
home, a h o s p i t a l ,  a n u r s i n g  f a c i l i t y  or elsewhere. 

provided : No l i m i t a t i o n s  X With l i m i t a t i o n s  

Medical a n d  s u r g i c a l  services f u r n i s h e d  by a d e n t i s t  ( i n  a c c o r d a n c e  
wi th  s e c t i o n  1 9 0 5 ( a )  (5)(B) of the  Act). 

Provided : No limitations X With limitations * 
Medical care and any other t y p e  of remedial care recognized under  State 
law, f u r n i s h e d  b y  l i c e n s e d  p r a c t i t i o n e r s  w i t h i n  the scope  of their  
p r a c t i c e  as d e f i n e d  by State law. 

P o d i a t r i s t s  ' services. 

Provided : No l i m i t a t i o n s  X With limitations 
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Sta t e /Te r r i t o ry :Kansas  

AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND R E M E D I A L  CARE A N D  SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 


b. Optometr is ts '  services. -
f&-/ Provided: N o  l i m i t a t i o n sW i t hl i m i t a t i o n s *-L/Not provided. 

c. C h i r o p r a c t o r s 's e r v i c e s  
-

With&/ Provided: /7 No l i m i t a t i o n s  /X/  l imitat ions* -I/Not provided. 

d. O t h e rp r a c t i t i o n e r s 's e r v i c e s .  -
/ x /  Provided: 	 I d e n t i f i e d  o n  a t t a c h e d  s h e e t  w i t h  d e s c r i p t i o n  of 

l i m i t a t i o n s ,i f  any. 
-L/Not provided. 

7 .  Home h e a l t hs e r v i c e s .  

a.  	 In te rmi t ten torpar t - t imenurs ingserv icesprovided  by a home h e a l t h  
agency o r  by a r e g i s t e r e d  n u r s e  when no home h e a l t h  a g e n c y  e x i s t s  i n  t h e  
area. 


Provided: No/7 l i m i t a t i o n s 
/ X  With l i m i t a t i o n s *  

b. Home h e a l t h  a ide services provided by a home heal thagency.  

Provided: / T N 0  l i m i t a t i o n sW i t hL g  l i m i t a t i o n s *  

c. 	Medicalsuppl ies ,equipment ,andappl iancessui table  for u s e  i n  t h e  
home. 

WithProvided: I/ No l i m i t a t i o n s  /X/  l imitat ions* 

*Description provided on attachment.  
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Sta te /Ter r i to ry :Kansas  

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND remedial CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

d. 	 physicaltherapy,occupat ionaltherapy,  or  speechpathologyand 
audiology services  provided by a home heal th  agency or medical 
r e h a b i l i t a t i o n  f a c i l i t y .-
&I Provided: LT No l imi ta t ion6/X/  With l i m i t a t i o n s *  -L I Not provided. 

0 .  Pr iva te  du ty  nu r s ing  se rv ices .  -L/Provided: LT No l i m i t a t i o n s  //With l i m i t a t i o n s  
-

/ x /  Not provided. 

descr ip t ion  provided  on  a t tachment .  
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,) M O U N T ,  duration MID scope OF medical 
REHEDIAL CARE and services PROVIDED TO THE categoricallyNEEDY 

9 .  	 Clinic services. i/ l/& C] 0 
/w Provided: /T lo limitations -/w With limitations* 

/ / Not provided. 

10. 	 Dental services. Ll q g .  / .j'3 
- ­

-/yProvided: L/ No limitations With limitations* 

/ / Not provided. 

~ Y C
11. Physical therapy and related services. 

/ i o  

a. Physical therapy. 
-
/X / Provided: No limitations-

-/ Not provided./ 

b .  Occupational therapy. 


/x/ Provided: /r No limitations-
-/ Pot provided./ 

-a/With limitations* 


-
- With limitations*/X/  

c .  	Services f o r  individuals with speech, hearing,and language disorders 
(provided byor under the supervision of a speech pathologist o r  
audiologist). 

. / g / 
- Provided: /7 Po limitations With limitations* 

-/ Not provided./ 

*Description provided on attachment. 


TN S o .  ~4s-85-39 


TU Y o .  1 .)- 'i' Approval Date ai
Supersedes g 5  Effective Date 


V HCFA ID: 0069P/OOOZP 



Date 
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amount duration and SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE categorically NEEDY 

- .  
L 2.j , ' j \//i '  

12: 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses

prescribed by a physician skilled in diseases of the eye or by an 

optometrist. 


. 
-/ Not provided/ 

b. 	Dentures. 

-/LI/ Provided: LT 
-

/-/ Not provided. 

c .  Prosthetic devices. 


/x/ 
- Provided: LT 
-

/-/ Not provided. 

d. 	Eyeglasses. 


/x/ 
- Provided: LT 
-/ynot provided. 

With limitations* 


Yo limitations \ 

Yo limitations & With limitations* 

no limitations limitations*With 


1 1 4 : ;  

13.. 	 Other diagnostic, screening, preventive, urd rehabilitative services, 
i.e., other than those provided elsewhere in the plan. 

a. Diagnostic services. 
-

/ /-i-/ Provided: Ly Yo limitations - With limitations* 

Not provided. 


*Description provided on attachment. 
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AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND remedial CARE A N D ,  SERVICES PROVIDED TO THE categorically NEEDY 

b. Screeningservices 

[ 3 Provided: [ 1 No l imi t a t ions  t 1 With limitations* 

[X]  Not provided. 

c. 	 Preventive services 

[ ] Provided: [ 3 No l imi t a t ions  1 With l imitat ions* 

[X]  Not provided. 

d.Rehabili tative services. 

[X 1 Provided: 1. 1 No l imi ta t ions  [X] With limitations* 

[ 3 Not provided. 

14. Services for individuals age 65 o ro l d e ri n  institutions formental 
diseases.  

a. Inpat ient  services .hospi ta l  

[X]  	 Provided: [ 3 No l imi t a t ions  [X] With l imitat ions* 

[ 1 Not provided. 

b. 	 Ski l l ednur s ingfac i l i t yse rv ices  

[X]  	 Provided: C I N o  l imi t a t ions  [X] With limitations* 

[ 1 Not provided. 

c. Intermediate care fac i l i t yse rv ices .  

[X 1 Provided : i 1 No l imi t a t ions  [X] With limitations* 

1 Not provided. 

*Description provided on attachment . 
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OMB NO.:  0938-0193 

AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTOTHECATEGORICALLY NEEDY 

- .  
, I .-_. 15.a. I n t e r m e d i a t e  care f a c i l i t ys e r v i c e s  (other t h a ns u c hs e r v i c e si na n  

i n s t i t u t i o n  for menta l  diseases) for  personsdetermined,inaccordance 
w i t h  s e c t i o n  1 9 0 2 ( a ) ( 3 1 ) ( A )  of the Act, t o  be i n  need of such care. 

-- Provided : /-/ No l i m i t a t i o n s  /V With l i m i t a t i o n s */V ­
/7- Not provided.  

b.  I n c l u d i n g  s e r v i c e ss u c h  i n  a p u b l i ci n s t i t u t i o n( o rd i s t i n c t  part
t h e r e o f )  for t h e  m e n t a l l y  retarded or persons w i t h  related c o n d i t i o n s .  

- Provided : /7No l i m i t a t i o n s  /VWith l i m i t a t i o n s */V - ­
-

/-/ Not provided.  , 

16. 	 I n p a t i e n tp s y c h i a t r i cf a c i l i t ys e r v i c e s  for i n d i v i d u a l su n d e r2 2y e a r s  
of age .  

- Provided : /-7- No l i m i t a t i o n s  - With l i m i t a t i o n s "  

/7- Not provided.  
/- /.' - ' , / 

17 Nurse-midwifeservices .  . /b> 

- Provided : ff- No l i m i t a t i o n s  /-?7 With l i m i t a t i o n s *- . 
-
/-/ Not provided.  

18. Hospice care ( i n  a c c o r d a n c e  w i t h  s e c t i o n  1905(0) of t h e  Act). 

t 
- Provided : /7/T - No l i m i t a t i o n s  /-- With l i m i t a t i o n s *  
-
/-/ Not provided.  

*Descr ip t ion  provided  on  a t tachment .  
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State/Territory:Kansas 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDED TO THE 


CATEGORICALLY NEEDY 


19.CasemanagementservicesandTuberculosisrelatedservices 

a.Casemanagementservices as definedin,andto the groupspecified in, 
Supplement 1 toATTACHMENT3.1-A(inaccordancewithsection 
1905(a)  (19) or section 191 5(g) of the Act ) .  

-X Provided: X Withlimitations 

__ Notprovided. 

b. 	 Specialtuberculosis (TBI relatedservicesundersection1902(z)(2) (F )  of 
the Act. 

- Provided: __ Withlimitations' 

X Notprovided. 

20. Extendedservicesforpregnantwomen 

a. 	 Pregnancy-relatedandpostpartumservicesfor a 60-day period after the 
pregnancy ends and any remaining daysin the month in which the 60th 
day falls. 

- Additionalcoverage + + 
forany medical complicateb. 	 Servicesother conditions that may 

pregnancy. 

- Additionalcoverage + + 

+ + 	 Attached is a descriptionofincreasesincoveredservicesbeyond 
limitationsfor all groupsdescribedinthisattachmentand/orany 
additional services provided to pregnant women only. 

+ 	 Description provided on attachment. 

. ,;' . . .- , . .  : ' ..- : .  
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